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Aorto-enteric fistula following aneurysm surgery is
rare but often fatal.1 We report the case of a concomi-
tant double aorto-enteric fistulae in a patient 2 years
after an infra-renal AAA repair.
Case Report
A 76-year-old lady presented with a large rectal bleed,
and an urgent spiral CT was arranged, which showed
blood in the small and large bowel and fluid around
the aorta (Fig. 1). A diagnosis of aorto-enteric fistula
was suspected.
At operation, both the small bowel and the trans-
verse colon were closely adherent to the aortic sac. A
supra-coeliac clamp was applied for control and by
careful dissection the bowel was freed from the aortic
sac, and the jejunal and colonic communications were
identified. The normal aorta above the sac was dis-
sected out and the clamp re-applied at this point. The
sac was opened. The top anastomosis had not become
incorporated but the lower anastomosis had. The graft
was excised, the small bowel repaired by primary
suture, the colon was brought out as a loop colostomy,
following debridement and lavage. An in situ silver
tube graft was used to replace the aorta. The sac was
closed and the omentum secured over the sac.
The patient was extubated, but required ino-
tropic support. She become anuric and requiredPlease address all correspondence to: S. Nawaz, Doncaster Royal
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commenced, and she made slow progress but
remained anuric. MRSA was isolated from an arterial
site, so all antibiotics were stopped. Unfortunately her
condition deteriorated to the point where she required
cardio-respiratory support. This was thought to be
due to sepsis although no organisms were grown.
She was re-started on broad spectrum antibiotics but
continued to deteriorate and following discussion
with her relatives, treatment was scaled down and
she died 6 weeks following surgery.
Discussion
Aorto-enteric fistulae have been reported ever since
the first repair in 1952.2 It is often the duodenum that
is involved, due to its anatomical proximity to the topFig. 1. Spiral CT showing blood in the small and large bowel and
fluid collection around the graft.
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rare and almost always fatal.3 We have not seen a
report of a double aorto-enteric fistula involving both
the small and large bowel.
Patients present with GI haemorrhage, back pain
and low grade fever and any patient with an aneu-
rysm or previous repair who presents with GI haemor-
rhage must be considered to be suffering from an
aorto-enteric fistula until proved otherwise.
Investigations include gastroscopy, colonoscopy,
labelled RBC scan, arteriograpgy and spiral CT.1 Due
to the intermittent nature of the blood loss all the
above investigations may prove to be negative, how-
ever spiral CT can be invaluable as it proved in our
patient.
A staged approach to repair of the fistula, excision
of graft and restoration of blood flow to the lowerlimbs is commonly employed,2 however this is only
possible in selected patients. In emergency cases,
the outcome is usually poor especially if a colonic
fistula is found,2 our patient had both a colonic and
a duodenal communication, and therefore not surpris-
ingly succumbed.
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